International Classification of Diseases (ICD).1
The first classification was adopted in 1855, based substantially on the work of the distinguished English medical statistician, William Farr. Mortality statistics, however, are only one part of an information system for monitoring the health ofa nation and in particular for assessing the effect ofhealth care. Farr observed that for every person who died, there were two with chronic disabling illnesses and it was equally important to obtain information about them. 2 The potential for obtaining information from the British National Health Service with its unique identification of patients (NHS registration number) was recognised almost 50 years ago,3 but the technology necessary to achieve it has only emerged in recent years. In making this point, the distinction must be recognised between information routinely collected for specific purposes and that available from detailed interrogation ofa database where all the data are linked by person specific coding. Ad hoc registration of patients with infectious diseases, those with cancer, and those undergoing termination of pregnancy, respectively, provide examples of databases for preventive action, for monitoring trends over time, and for legal surveillance. One patient may be registered under all three headings. Almost As a general determinant of health care expenditure, the role of the general practitioner is important, but so also are the demographic, geographical, social, and environmental factors which influence need and certainly affect demand. In the United Kingdom, the vast majority of health problems calling for medical intervention are dealt with completely by general practitioners. For example, the third morbidity survey in general practice included more than 5000 persons diagnosed as asthmatic of whom only 292 were referred for specialist care.'3 In a study of the effects from a pollution incident occurring in Germany, the combined incidence of all respiratory diseases presenting to general practitioners was used as a possible indicator of adverse effect. '4 The British general practitioner authorises almost all prescribed medication outside hospitals. The combination of prescribing information and comprehensive morbidity data facilitated the major study of oral contraception undertaken by the Royal College of General Practitioners'5 and is the basis of the "event monitoring" approach to the recognition of adverse drug reactions. '6 The fourth morbidity survey will include information about postal district, occupation, ethnic origin, marital status, and social class. These data will be obtained from specific enquiries within the practices to be undertaken by trained personnel instead of by a census linkage exercise as undertaken in the second and third surveys. The need to store data efficiently has become as important as the need to analyse them. "User friendly" access systems retaining high specificity of detail and linking directly to the major classification systems are essential. The "Read classification" indexes common medical terms in a variety of classification systems including the ICD and its acceptance as a standard data entry system for the British NHS is to be welcomed. The specificity of detail is needed to achieve effective communication between the various sectors of an integrated health care system, yet a classification system must be sufficiently flexible to permit the entry of comparatively imprecise terms. In the absence of rigid diagnostic criteria, the value placed on terms will always depend v upon the individual doctor and the setting in which the entry is made. 
